The first acute myocardial infarction (MI) of an elderly male was determined through angiography to be due to an infarct of the circumflex artery. The angiogram also revealed chronic occlusion and diffuse disease of the left anterior descending artery (LAD). This had been compensated for by collateral circulation from the right coronary artery. Since the patient had no prior history of coronary artery disease, the chronic and collateralized disease of the LAD was presumed to be stable and this artery was not treated. Due to a history of aspirin intolerance a bare metal stent was implanted in the circumflex artery. Within hours after stenting the patient had a second acute MI. Despite no change in the angiogram, the EKG suggested that the LAD was the source of the second MI. Indeed, a drug-eluting stent implanted in the LAD resolved the patient's signs and symptoms and he was discharged with a favorable outcome. The surprising second MI and the inconsistent stenting illustrate that when the unexpected occurs, there is no substitute for the judgment of a skilled clinician.
Introduction
The advent of coronary angioplasty and stenting has revolutionized interventional cardiology over the past two decades [1] . Investigations continue into the use of bare metal [2] and drug-eluting stents [3] [4] [5] [6] [7] [8] in combination with antiplatelet therapy and aspirin. As is well known, coronary angioplasty carries certain risks of complications ranging from benign rupture to catastrophic events [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] . In a large research study [9] , one or more acute major complications arose in 34 of 500 cases (6.8%). This is as compared to a primary success rate of 86%. In another study [10] , restenosis at one coronary site increased the probability of restenosis at another site. This is intuitive because restenosis reflects such constant factors as the patient's underlying atherosclerosis and compliance with medications. Usually, however, adverse events are associated with the coronary artery being treated or the implements of intervention such as a fractured guide wire [9] .
What gives the present case report teaching value is an acute infarct in the left anterior descending artery (LAD) hours after stenting of the circumflex artery, despite chronic and diffuse disease in a collateralized LAD that should have been stable. The etiology remains mysterious but may be associated with the stress of the procedure and hospitalization. Another unusual aspect of the present report is inconsistent stenting. The incidence of these unusual events is not known and they are not ordinarily disclosed to patients in the United States while obtaining informed consent. For these reasons, this case report serves as a reminder that clinical medicine is very much an art, and that heuristic issues can arise during cardiac intervention. In particular, the case reported here illustrates a limited ability of angiography alone to determine the site of an acute myocardial infarction (MI). It also suggests a need to manage emotional stress during hospitalizations for the management of coronary artery disease (CAD). A further example demonstrates the need for communication between different teams of interventionists who stent a patient with a history of gastrointestinal bleeding second to aspirin therapy.
Case Report
A 76-year-old male was admitted to the Cardiac Care Unit of a major hospital in the United States with severe chest pain responsive to nitroglycerin and an EKG that was unremarkable except for a left axis deviation as shown in Figure 1 . He had multiple risk factors for CAD but no history of CAD. After 10 hours of supportive therapy, a low level of troponin was detected in his peripheral venous blood and he was scheduled for angiography. The angiogram revealed an acute infarct in his circumflex artery. It also revealed an occluded, diffusely diseased LAD fully collateralized by the right coronary artery as shown in Figures 2 and 3 . The collateral circulation was presumed to be the reason that this patient had no previous history of CAD despite the diffuse disease of his LAD, which appeared to be chronic and to have developed over a period of years if not decades. Since it would have been difficult to implant a stent in the LAD, a decision was made not to treat that artery. The circumflex artery was implanted with a bare metal stent (Medtronic Integrity) due to the patient's history of gastrointestinal bleeding when taking aspirin.
Eight hours after his initial angioplasty, the patient again began complaining about chest pain. After another four hours, his EKG had changed to suggest an acute myocardial infarction in his AD as shown in Figure 4 . L An emergency intervention was ordered and the second angiogram showed no change in the LAD from the previous one. Indeed, it should be clear from Figure 2 that no change would be found. Nonetheless, it was clinically clear that the LAD was now the site of an acute myocardial infarction. Consequently, a drug-eluting stent (Boston Scientific PROMUS Element Plus) was successfully implanted in the LAD, albeit with some difficulty. This resolved the patient's signs and symptoms and he was discharged with a good outcome.
Discussion
Since the second angiogram failed to detect any changes in the LAD that would reflect the acute infarct, this illustrates that angiography alone has a limited ability to differentiate chronic from acute occlusion. What triggered the second myocardial infarction is a more interesting question. Unless it was just a coincidence given the patient's pre-existing risk factors, an obvious mechanism would be the physical and emotional stress of the hospital experience and the thrombogenic and vasoactive agents associated with the initial stenting procedure, any or all of which might have impaired the collateral circulation show in Figure 3 . Among other stressors, the patient complained of anxiety and anger due to interactions with the nursing staff. Although stress as the etiology of Tako-Tsubo cardiomyopathy is controversial [19, 20] , it is well established that emotional stress can trigger a frank, acute myocardial infarction in susceptible or predisposed individuals [21] [22] [23] [24] . Finally, one may ask why two different types of cardiac stents were implanted in this patient by the same facility on consecutive days. The first interventionist reported that, in light of the patient's history, he had implanted a bare metal stint in the circumflex artery in order to minimize the time the patient would need to take aspirin. An attending cardiologist, however, was of the opinion that a fourth-generation, drug-eluting stent would not have required aspirin therapy for longer than a bare metal stent, and would have preferred a drug-eluting stint in the circumflex artery to reduce the risk of restenosis. A consulting cardiologist, by contrast, felt that a bare metal stent should have been implanted in the LAD once this type of stent had been implanted in the circumflex artery. The interventionist who implanted the drug-eluting stent disagreed. He felt that the diseased state of the LAD would have risked immediate restenosis if a bare metal stent has been used.
In summary, there was much disagreement on this point. Nor was there a clear consensus as to the events that had led to the use of different types of stents. Clearly, there had been a lack of communication between the different interventionists and cardiologists.
Conclusions
In this era of rapidly advancing medical technology, it is well to remember that clinical medicine is largely an art and that the judgment of the skilled clinician is a necessary adjunct to technologies such as angiography.
Although the outcome was good for the patient reported here, the unexpected acute infarction in his chronically occluded and collateralized LAD might have been prevented if better trained nurses had not exacerbated the stress of hospitalization or if countermeasures for inflammation and vasoconstriction had been administered during stenting of the circumflex artery.
Given the many issues to be considered in selecting the type of stent to be implanted in a patient with a history of aspirin intolerance, good communication between different intervention teams and cardiologists could improve the standard of care.
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